FROM a psychological aspect it may be argued that the genesis of the neuroses is identical, in whatever manner their manifestations may be expressed, and therefore to separate one particular group of symptoms from another with a view to directing attention to their treatment is erroneous. This argument is logical enough; but in practice the suggestive factor is primarily associated with most, if not all, forms of treatment whether the suggestion is directed to a supposed cause of the disorder or, as in the method about to be described, to the removal of symptoms. Attention is here centred on that group of symptoms of the neuroses which is characterized by paroxysms or seizures and commonly termed the fits of hysteria.
The modern conception of the genesis of the neuroses, unlike the ancient supposition that hysteria was the outcome of wandering of the womb, cannot be repudiated in the light of anatomical facts. An example of this is to be found in that method of psychotherapeutic treatment, the theory of which is, briefly stated, to ascertain the genesis of the neurotic symptoms (which is supposed to reside in repressed desires, of which the memory is too painful to be retained, and is therefore suppressed), to release the repressed desire, then to allow it to become attached to the idea of the physician, and finally to release the energy expressed in the repressed desire and transfer it to a socially useful aim. It is claimed for this method, however, that proper technique does not admit of any suggestive factor. If this is true, the high degree of technical skill essential to carry out the treatment must confine the performance of such a process to those only who possess unusual advantages. Again, the disastrous results, which are not uncommon, are attributed to defective technique; practical training is therefore rendered too dangerous to be undertaken. Moreover, the process of treatment occupies a long time, and much patience is requisite in seeing the same individual day after day for years. Further, the penalty, expressed in distasteful nmemories of symbolic interpretation involved in the reading of Freudian literature, will have the tendency of inhibiting some from a further study of a subject which so closely simulates a pathological sexual curiosity.
It may safely be stated 'that at present most patients suffering from paroxysms of the neuroses are treated during the paroxysm by the infliction of pain, such as supra-orbital pressure, strong faradism, &c.; but methods [June 14, 1923. employed in the treatment of the seizures are of little value in the prevention of a recurrence. The benefits of physic, dispensed to combat the recurrence of hysterical fits, are, in all probability, to be found in the suggestive factor arising from the administration of drugs. It would be difficult to discover a less burdensome aid to suggestion. The results of such treatment are within the experience of most physicians and need not be further discussed.
CLINICAL OBSERVATIONS. The method that I have adopted to prevent recurrences of the fits of hysteria is based on the following clinical observations:-(a) During a paroxysm the patient reacts to external stimuli. (b) A patient suffering from the disorder can be made to reproduce a seizure to order by a simple method.
(c) The seizure thus produced corresponds in every apparent detail to the patient's previous attacks.
(d) One type of seizure is constant in the individual, and there is no change from one type into another.
(e) During a paroxysm which is reproduced to order the patient can be made to realize that consciousness is retained from the beginning to the end of the seizure.
(f) The patient, after realizing that there is no loss of consciousness in the seizure, often becomes a good subject, in whom the power of restraint or inhibition can be re-educated.
(g) After a short course of re-education frequently no further attacks occur.
(h) There are definite types of seizure which render classification possible. During a hysterical attack a patient reacts to external stimuli; for example, the convulsion will subside on the infliction of pain if the latter is severe enough. Again, the attacks become aggravated on the application of passive restraint; indeed it would appear that the severity of an attack varies conversely with the degree of force exerted in attempting to hold the patient down. Such reaction to external stimuli would suggest that the degree of loss of sensibility is not deep during a seizure. The depth of insensibility appears, from observation, to vary with the type of seizure rather than with the severity of the attack, the strongest stimuli being needed to rouse patients in whom tonic-like fits occur. Increase in the violence of the seizure on restraint would indicate that a seizure can be demonstrated to order; and this is further proved by the occurrence of an attack when the patient is sufficiently urged to demonstrate it.
In order to bring on a paroxysm in a patient subject to hysterical fits, considerable patience is sometimes needed, and patients vary remarkably in their willingness to produce an attack to order. Usually, at first, the patient will assert that it is impossible for him to demonstrate an attack as he does not know its nature; however, persistence in urging the patient will result in feeble attempts being made by him to describe the nature of the attack in words. In cases in which much difficulty is experienced in persuading the patient, methods may be employed to assist him to demonstrate the attack. For example, while standing he is commanded to close his eyes tightly and to make his body tense; while he lies on his back on a couch, he is ordered to raise his legs against the demonstrator's hands, which are placed on the patient's ankles. In the majority of cases an attack is readily reproduced by the latter method, but in some cases constant persuasion, accompanied by determination, is needed. It is, of course, essential to secure the patient's confidence, otherwise he may think he is being ridiculed.
The character of the attacks thus produced resembles in every apparent detail the patient's previous attacks. This conclusion is arrived at by observing the seizure while the patient is waiting his turn for attention in the out-patient department of the hospital (where seizures are not uncommon, particularly on the first visit), and afterwards by persuading the patient to demonstrate a seizure to order. Again, friends of the patient who have observed previous seizures in the individual render further confirmatory evidence. Moreover, the patient will admit the similarity of the seizures after he has demonstrated an attack to order.
Although seizures vary in their character in different individuals, they always assume the same type in the particular individual, and there is no change from one type of seizure to another type. However, the severity of an attack in a given subject is rarely constant and often mild attacks alternate with strong ones.
During a paroxysm produced to order the patient is constantly spoken to and instructed to direct his attention to the general nature of the attack until it has subsided, after which he is asked to describe in words the various movements that were performed in the seizure. If his description appears to be hazy, the patient is again urged to reproduce an attack and this must be repeated until he has in general an intelligent conception of the nature of the movements. The patient is next asked to describe in detail by words the exact nature of the initial movements; if be cannot, an attack is repeatedly produced until he is able to do this. Finally, his attention is directed to the symptoms that preceded the initial movements, and he is asked to describe them. Some, on realizing that they are conscious during a seizure and that they have formed a clear idea of the nature of the attack from beginning to end, have no further seizures. But the majority of patients require a period of time during which re-education in their powers of inhibition must be undertaken. In order to accomplish this, my method is first of all to instruct the patient to lie on a couch and to urge him to have an attack; during that time he is instructed to raise the lower limbs against the resistance of my hands placed on his ankles. After the attack has subsided he is ordered again to go through the same movements, but this time he is urged to relax the body during his attempts to raise the limbs and to inhibit the tendency to make the body rigid. It will be observed that although the patient is attempting to carry out the movement, the limbs are rigid and raised only a few inches from the couch in spite of the fact that pressure exerted on the ankles is so slight as not to interfere with the performance of the movement. It is advisable to persist with the patient until he is able to raise the legs at right angles to the trunk. When this is accomplished the muscles of the limbs are no longer rigid and the patient becomes normally relaxed; the face no longer bears the expression of great strain, and there is reasonable ground for anticipating that the patient will successfully inhibit subsequent tendencies to seizures. The result is not always satisfactory and if the previous methods have failed it is necessary to attempt to break down the resistance of the patient by inducing attacks frequently. For example, if he is subject to three or four attacks a day, attacks to order must be brought on in excess of that number and diminished from day to day, and if necessary from week to week, this depending upon whether or not there is a return of the paroxysm in the interval. It will be found that the patient will soon resent this treatment in view of its exhausting nature; this is an indication for still more strenuous efforts to conquer the patient by producing an even greater number of attacks and so to create in him an atmosphere of aversion to the attacks. The process, if successful, is usually not a long one and the resistance of the patient breaks down after the second or third attempt. This method of treatment should not be undertaken in Types 3, 6, and 7.
TYPES OF SEIZURES.
Seizures the outcome of the neuroses present many types, and it has been my experience, from clinical observation, to note the following principal types -(1) An apparent momentary loss of consciousness-a faint.
(2) A state of apparent coma lasting for hours, in which the pulse and respiration rates are normal.
(3) A pseudo-tonic convulsion.
(4) A pseudo-clonic convulsion.
(5) A convulsion beginning in a pseudo-tonic contraction and followed by a pseudo-clonic contraction.
(6) Hystero-epilepsy.
(7) Attacks of uncontrollable laughing or crying in which the patient passes large quantities of urine.
(8) Other violent movements expressed in attempts to injure himself or those who attempt to restrain the patient by holding him down.
(9) Attacks of staggering.
Paroxysms of the neuroses are not uncommon in epileptics.
Illustrations. Type 1.-An apparent momentary loss of consciousness is not uncommon in neurasthenic women whose symptoms are in the most part subjective. These patients complain of attacks of vertigo or fainting, in which they recognize their surroundings but are unable to speak. Other conditions which cause vertigo and fainting must of course be eliminated before a diagnosis of hysteria is made. From the history of some of these patients petit mal may be suspected and when an attack is not witnessed such a diagnosis is not infrequently made. The demonstration of an attack to order always confirms the diagnosis.
A woman aged 45, the wife of a hairdresser, who resented the imputation that her husband was a barber, complained of " neurasthenia." She did not volunteer information regarding the occurrence of attacks, and, when asked directly if she ever fainted, at first affirmed that she did not have hysteria and was annoyed. Soon, however, she admitted having attacks in which she " lost " herself for a moment and always in the presence of her husband. After the threat that she would leave the hospital and return to her home rather than submit to the indignity of demonstrating a seizure, her confidence was ultimately gained and she was at length persuaded to demonstrate an attack in which she became rigid, clutched her right forearm with her left hand, threw her head over the back of the chair on which she was sitting and began to respire noisily. Her face became slightly cyanosed and her eyes were closed. The attack lasted about fifteen seconds. Owing to failure on the part of an inexperienced nurse to inhibit a laugh, the patient rose quickly to her feet, left the room indignantly and has not since returned to the hospital. This case illustrates the fact that care must be taken to gain and remain in the confidence of the patient, and shows the unfortunate results that ensue if hysterical manifestations are not treated with respect.
Type 2.-The simulation of coma as the outcome of the neuroses is, in my experience, not 'common in hospital practice. It may be argued that when patients assume a state of coma they should not be considered as hysterical, but it must be admitted that the patient at such a time is not normal mentally. The condition often occurs in young women who are unaccustomed to the ordinary knocks of life. They are usually irritable.
For example, a young woman, aged 22, was to be married in a week's time. One night just after dinner, the mother effected an entrance into the consciousness of the new relative in consequence of which the mind of the fiance was impervious for a moment to a question asked by the patient, who, on the realization of the slight, retired from the room to be further submitted to the indignity of a lack of recognition of her absence for nearly an hour. She was found on her bed fully dressed and could not be roused. It was reported that she was pulseless but breathed slightiy, and the diagnosis transmitted over the telephone was cerebral hEemorrhage. When I examined the patient in the presence of relatives she would not reply to any questions asked her, and no effort was made to rouse her by force. After the relatives had left the room she suddenly asked angrily, "Who asked you to come here ? " The patient's confidence was soon obtained and she related the above-mentioned incident with much emotion. The patient has since become the mother of a healthy child and there has been no repetition of the attacks. In such cases, it is advisable not to acquaint the relatives with the nature of the disturbance. Type 3.-A tonic-like contraction of the whole body, the history of which simulates the tonic stage of an epileptic fit, resembles clinically the first part of a hystero-epileptic seizure but does not progress further than a slight tilting forwards of the pelvis. The heels and occiput are pressed firmly against the couch, the body is rigid and the pelvis is raised from the surface of the couch. The face is flushed, the eyes closed tightly and there is an expression of severe distress. During this pseudo-tonic state the breath is held. After a half-minute to a minute the head turns to the side and the muscles of the body suddenly relax. The respirations then become very rapid and the patient either cries or laughs. The following account is an illustration of this:-A chorus girl, aged 21, fell from some badly constructed steps on the stage at a rehearsal, injuring the back of her head, and had a seizure. There was no scar or other evidence of injury. She was unable the next day to take her part in the performance in view of another attack, which, when demonstrated to order, proved to be of the type described here. For two months the attacks occurred, on an average, twice a week and for a week previously to my seeing her an attack occurred every day. Considerable persuasion was needed in this case to produce an attack to order. Eventually an attack was induced, after the patient had been instructed to raise the limbs against passive resistance applied to the ankles. The patient's sister witnessed this attack, as she had other previous seizures, and confirmed its similarity in every detail to the other attacks. During the seizure the patient was spoken to and replied to questions asked her with considerable effort. When the attack had subsided she was asked whether she thought that further attacks could be prevented by her own effort, and she replied in the affirmative, stating that she had not previously recognized that she was conscious during the attacks. She returned to her work in the chorus in a week's time, and did not fail to attend either rehearsals or performances. When I saw the patient a month later she said that there had been no return of the attacks.
Two months later a seizure occurred in bed, and she volunteered the information that it was difficult for her to restrain the seizure during the menstrual periods and that she deliberately had an attack. She said that she could have inhibited this attack but chose a time for it when it did not interfere with her work. She thought that if she married it would not be necessary for her to have an attack, and asked advice regarding that matter. The patient has been married for nearly two years and there has been no recurrence of the seizures.
This particular case is chosen as an illustration because it might be regarded as favourable for psycho-analytic speculation, and it may be asked what treatment is to be employed in those cases where lack of opportunity renders marriage impossible ? When the patient realizes that the condition resolves itself into one of conscious choice it would appear that there is no treatment except that which pertains to the practice of restraint on the part of the patient. These patients return to their duties and, although attacks sometimes occur in secret, their productive capacity is not interfered with and they become useful citizens.
Type 4.-Clonic-hysterical fits are more common in men and in my experience form the only type of hysterical seizure that occurred in soldiers in the recent war. A localized tremor is usually present either in the fingers or the tongue, or there may be a blepharospasm. The attack, as a rule, comes on with some excitement or sudden shock and often the banging of a door is sufficient to bring on a seizure. The tremor, which at first may be fine, becomes coarse and it soon spreads all over the body and the patient falls down in a coarse generalized tremor and appears to be unconscious. As a rule, he does not become violent unless he is passively restrained, in which case the convulsions become greatly aggravated.
A sawyer, aged 24, was unable to work for five years on account of seizures, whicb began during an air raid in 1916, and one or more attacks occurred almost every day.
There was a history in this case of mutism which persisted for six months after the first seizure, to be followed by stammering. A partial right hemianiesthesia was made out. The patient responded to the suggestion to demonstrate an attack without much persuasion. This attack, when fully matured, consisted of violent clonic movements of voluntary muscles including the face, neck, trunk and limbs. During the first attack demonstrated to order the patient did not respond to questions asked him, and after it had subsided he was unable to describe its nature. During the second attack produced to order the patient replied to questions during the first part of the attack but when the movements became violent he did not answer questions put to him. When he was seen a week later he had had no attacks in the interval, but complained of severe fatigue resulting from the attacks produced during his former visit. He protested against further attacks being produced, but he submitted eventually, and in this attack, he was able to respond to questions asked him throughout and afterwards was able to describe in detail the nature of the attacks. The following week, during an attack produced to order, he was instructed to relax himself as soon as the tremor became generalized, by allowing his arms to fall loosely at his sides. A year after this treatment, when the patient was heard from, there had been no recurrence of the seizures and he had been employed for nearly that length of time in a remunerative position. Sometimes, he said, he had a feeling of an attack impending, but by relaxing himself he was always able to prevent it. It should be stated that this patient was of fairly average intelligence, in which case a good result is to be expected.
Type 5.-Seizures beginning in tonic contractions and followed by clonic contractions are not uncommon in men, and this type is most frequently mistaken for epilepsy. The patient suddenly becomes rigid when standing, his trunk is erect and his head thrown back; he staggers backwards or lateral-wards, and finally falls, shaking all over. He may or may not injure himself when he falls. This type resembles in many details the one just described, but differs from it in an absence of the initial tremor and in the presence of a definite initial rigid state.
A grocer's assistant, aged 55, lost his wife, who died suddenly from heart failure. On hearing the news he collapsed, and was thereafter subject to seizures, which, according to his local doctor's description, appeared to be correctly diagnosed as epilepsy. The attacks occurred, on an average, once a day. When the patient was asked to describe in words the nature of the attack, suddenly his eyeballsrolled upwards, his head was thrown back, and he remained rigid for about ten seconds. Then he began to stagger backwards and to shake all over, and fell bruising his right forearm. A nurse in attendance tried to prevent him from falling, and on my instructions attempted to hold him down after he had fallen. With this restraint the violence of the shaking became aggravated. The attack began to subside with the removal of the restraint. With renewed passive restraint the movements again became violent, so that with repeated application of restraint the condition simulated 8tatU8 epilepticu8, but it differed from the latter in the absence of a repetition of the rigid stage. When the restraint was removed altogether and the patient left to himself the paroxysm ceased, and when he was instructed to rise to his feet he did so with difficulty, and staggered. When seen next time the patient was urged to produce another seizure, and with some persuasion he succeeded in demonstrating an attack which was in all respects similar to the preceding one. Again he fell and injured his right forearm. After the attack had subsided he was urged to demonstrate another seizure, and resented the suggestion because of the pain in his right forearm. However, he submitted, but this time when he fell he did not injure himself. On this occasion four attacks were induced, and afterwards he was instructed to return in a week's time and was informed that more attacks would be brought on if in the interval there was a recurrence. When he returned a week later, in spite of the absence of attacks in the interval, two attacks were induced, much to the patient's distress. The following week one attack was brought on, although there had not been a repetition of the seizures. The result was completely satisfactory. He was treated over a period of six weeks, and there has been no recurrence of attacks. Type 6.-ystero-epilepsy or grande hyst6rie as described in detail by Charcot and Richer, is not common in this country, and my experience of this type of hysteria is confined to four cases, only one of which was treated by the methods described here. The patients were all women. In view of the spectacular nature of the attack and the common idea that the state is partly epileptic, a record of observations made in one of the cases will be given. The attack was induced in the patient and witnessed by three colleagues.
The case was that of an unmarried woman, aged 26, who first associated herself with these attacks at the age of 18. The attacks occurred, on an average, twice a week. The patient claimed to be entirely ignorant of their nature, and she was therefore unable to give a description of the attacks. On one occasion she was incontinent during an attack when it occurred in bed, and her tongue was sore after the attack. The patient was sent into a dressing room with the order to place herself on a couch there and to demonstrate the attack. The order was at first resented, but she was eventually persuaded after complaining that the couch was too narrow for the performance I The attack began by the patient throwing herself into a marked degree of generalized tension, as if she were attempting to increase her stature by an apparent stretching of her neck. There was forcible plantar flexion of the feet, so that their plantar surfaces approximated to the surface of the couch, the legs being drawn tightly together. The arms were drawn close to the sides of the body, and they also appeared to be lengthened by over-extension of the wrists and fingers, the forearms being at the same time distinctly pronated so that the dorsal surfaces of the thumbs approximated to the surface of the couch. The eyes turned upward, the sclerne only being exposed: the face almost from the beginning became distorted in grimaces, and the cheeks and lips were firmly pressed against the gums and teebh. The patient's explanation of the movements of the face at this stage was to the effect that such contortions assisted in the production of saliva. Slowly the pelvis was raised from the surface of the couch with the assistance of her thumbs, and at the same time the head was gradually thrown backward. The soles of the feet now touched the surface of the couch a'nd: were firmly pressed against it. The arms began to draw away from the sides of the body. Slowly the head retracted until the forehead rested on the surface of the couch. This was accomplished by the patient tilting the pelvis more and more ventral-wards by drawing the feet under the trunk towards the head, until finally the forehead and the heels became approximated. The face was by this time intensely cyanosed, and the front of the neck appeared distinctly swollen, the cyanosis being due to partial suffocation owing to the position of the head. Respirations became quickened, and the patient could be seen to protrude blood-stained foam between her teeth by forcibly pressing the tongue against them. The arms assumed a position at right angles with the trunk, and athetoid movements appeared in the fingers. The explanation given by the patient of the position of the arms was to the effect that it helped her to balance herself. When the arms were forcibly moved in all directions they appeared to be wax;like, and the patient's equilibrium was not upset by these movements. The arched body was extremely tense and supported without difficulty preksure on the abdomen. In this state of arc de cercle the patient answered questions asked her by others in the room, but to the question, "You do not know what I am saying?" asked by one of my colleagues, who at this stage came in, she did not reply. The patient remained in this position for ten minutes, clonic movements occurred for a few seconds as the body tilted over to the right side, and gradual relaxation from superextension slowly took place, until the patient once more assumed a relaxed supine position. The plantar surfaces of the feet on the couch, together with the forehead, formed a tripod during the severe state of opisthotonus, and seemed to be sufficient to support the body in that position. With complete relaxation there was extreme fatigue. In the course of this attack there was no appearance of the third and fourth stages, as described by Charcot, in which dramas are enacted, and a period of delirium occurs. The treatment of the seizure consisted in demonstrating to the patient that she was not, as she supposed, unconscious during the attack, but, rather, fully alive to every detail. When the patient returned in a fortnight she reported the occurrence of one paroxysm when she was in bed. On being told that the attack could be controlled the same as walking could be controlled, she admitted that the attack had been deliberately induced by her because it produced a "pleasant sensation." By degrees she chose to inhibit the impulse to produce the sensation, but not altogether. The attacks have been reduced in the last two years from several a week to about the same number a year, and the paroxysms occur now when she is alone and do not interfere with her duties. Type 7.-Paroxysms of uncontrollable laughing or crying in which large quantities of urine are passed, in my experience only occur in women who practise uncleanness with themselves. Attempts to induce an attack in thesecases are of course to be avoided. Such patients are benefited by hard manual labour on farms. Type 8.-Seizures, which may be described as violent movements in which the patients tear at their clothing, attempt to injure those who make an effort to restrain them and, in the event of nobody attempting to do so, pull at their own hair and injure themselves by scratching or biting their arms, are not uncommon in both sexes but are much more frequent in females.
The movements are very grotesque and the patients in their agitation-will expose themselves by shouting out or calling for a friend. The condition is sometimes difficult to diagnose at first sight from manic-depressive insanity. The seizure in no way resembles epilepsy.
A woman, aged 30, suffered from this type of attack for a year and seizures occurred at an average of three times a week. The. first paroxysm began after she was told that she had contracted syphilis from her husband and while she was waiting for an intravenous injection of novarsenobillon. The attack was very violent and she was held down by fellow-patients in the out-patient waiting roomn. A week later, when she was urged to demonstrate an attack, she began it by turning her trunk and head violently from left to right. She threw out her arms and called for her mother and knocked-her head against the floor. Her hair soon became dishevelled and she began to tear at her clothing shouting louder and louder. She was firmly ordered to rise to her feet, which she did and complained that her arm was numbed. She made a promise to control these attacks and there has been no recurrence for six months.
Type 9.-Attacks of staggering, which according to the subjective Ovidence gained from the patient would suggest petit mal, are often preceded by globus, palpitations or disagreeable sensations in the abdomen. The attack may-occur in the absence of these symptoms or one or all of them may be present.
Thus, a joiner, aged 48, " came over giddy " when working on a building in a safe part and " lost his senses " but did not fall. There were no signs of organic disease and other causes of vertigo were eliminated before a diagnosis was arrived at. When he was asked to demonstrate an attack he said he became giddy and lost himself completely but could not demonstrate the nature of the attack. After much persuasion and after he had paced up and down the room in his attempt to produce an attack for several minutes, he suddenly began to stagger sideways and to the right, reaching out his right hand for the purpose of supporting himself at a table close by. The patient said he was giddy.and that the attack which had just occurred was not the outcome of efforts to demonstrate the attack. He was at once ordered to produce another seizure, a suggestion to which he almost immediately responded. The attacks were repeated several times and he was finally convinced that he was completely conscious during the attacks and that it was in his power to bring on an attack at any time, as it was under the control of his will. This resulted in a subsidence of the attacks for eight months; since that time there has no note been made of his case.
Epileptics may be the subjects of paroxysms of the neuroses. A hysterical attack may immediately follow an epileptic seizure, or the former may bear no relation to the latter as far as its occurrence in time is concerned. Again, the occurrence of petit mal, grand mal and paroxysms of the neuroses are not uncommon in the same individual. The conditions must be treated separately.
These patients should be given luminal, 1V gr., three times a day, in addition to the treatment for the hysterical condition.
CONCLUSION.
A diagnosis between hysterical fits and epilepsy is difficult and sometimes impossible unless a seizure is witnessed. Babinski and Froment were able, in the case of one patient, to reproduce a hysterical fit by suggestion aided by electricity. Electricity is certainly not needed to reproduce a hysterical fit and it is doubtful whether extraneous suggestion is needed. I have frequently seen hysterical fits reproduced when the patient has attempted to raise the lower limbs against passive resistance, no order having been given and no comment made, other than " raise the lower limbs." I have the permission of an officer who was on duty at the recent Trooping of the Colours to state that 5 per cent. of the rank and file, after standing in a rigid state of attention, fell out in a fit in the course of the first ten minutes of the performance. An attack always seems to follow a certain state of tone of the muscles, which is created by simultaneous contraction of agonists and antagonists. Clonic movements occur in manypeurvAhenic individuals subjected to the same test, and in them there is the sat ie distressed facial expression. The hysteric makes no wholesome effort to overcome the passive resistance, whereas the healthy individual usually either succeeds or, in his attempt to do so, sits upright. This test is, I believe, of considerable diagnostic value and may be as easy or as difficult to elicit as a plantar reflex. The treatment which was considered in these cases resolves.-itself into the removal of symptoms. In the selection of 100 cases for the purpose of determining results, an equal number of each type of paroxlysm has been chosen as far as that has been possible. The record has been brought up to a recent date and the period of freedom from the attacks h6s been found to vary from five years to six months. The percentage of recoveries from attacks is about sixty. Types 3, 6 and 7 materially diminished the number of apparent " cures," but in them improvement was observed in the marked reduction in the number of seizures and in the fact that the attacks occurred when the patients were alone.
